Abstract This study investigated whether anxiety-disordered (AD) parents differ in their childrearing style from non-disordered parents. A clinical sample of 36 AD parents with children aged 6-18 was compared with a normal control sample of 36 parents. Childrearing was assessed through parent report and child report. The results demonstrated significant differences in childrearing style between AD parents and non-disordered control parents, both from the perspective of the parent and from that of the child. AD parents reported a less nurturing and more restrictive rearing style than control parents. Their children did not report more rejection or less warmth than children of control parents; they did, however, report significantly more overprotection than children of control parents. The findings, from parental as well as child reports, apply to both AD mothers and AD fathers.
Introduction
Anxiety disorders aggregate in families. Studies of the offspring of anxiety-disordered (AD) adults have demonstrated that these children are at high risk of becoming anxietydisordered themselves [1] [2] [3] [4] . Likewise, parents and siblings of AD children show a higher prevalence of anxiety disorders than is found in general [5, 6] Behavioural-genetic research has demonstrated that heredity accounts for part of the familial transmission of anxiety disorders, but it has indicated a substantial environmental contribution as well [7] [8] [9] .
One potentially mediating factor in the familial transmission of anxiety disorders is parental rearing style [10] . Clinical impressions of the contribution of childrearing style to the etiology of emotional disorders have been traced back as far as the seventeenth century [11, 12] . There is a vast literature now on the potential role of childrearing in the development of anxiety. The majority of these studies have compared anxious and non-anxious adults with regard to the recollection of their upbringing (see for reviews Gerlsma et al. [13] and Rapee [14] ). In these studies it was consistently demonstrated that greater anxiety is associated with more parental control (often referred to as 'overprotection') and less warmth (also referred to as 'more rejection'). The research of parenting and psychopathology through the recollection of adult patients was limited by its retrospective design, which could lead to distortions by faulty recall [13] . This has led to the recommendation to validate this line of work with an emphasis on cross-sectional or prospective designs [15, 16] .
One way to study current parenting has been through the observation of parent-child interactions. Some studies investigated anxious children in non-clinical populations [17, 18] , other studies focused on clinically anxious children [19] [20] [21] . Other ways to assess current parenting have been by either questioning parents directly about their childrearing attitudes and behaviours [15, 22] or questioning children in order to assess perceived parental rearing [23] [24] [25] . Overall, these studies on current parenting have largely corroborated the findings of retrospective studies, in demonstrating that parents of anxious children were more controlling or protective and/or more rejecting than parents of non-disordered children.
If a less warm and more controlling childrearing style serves as a mechanism for the transmission of anxiety disorders from parent to child, this style may be particularly prevalent among AD parents. This assumption has led to studies of the rearing style of AD parents [26] [27] [28] [29] [30] [31] .
Subjects of one study were AD mothers of infants. Parenting behaviour of 25 mothers with panic disorder (PD) and 24 normal controls toward their 4-month-old infants was assessed through observation at 4 months with a repetition at 8 months [30] . PD mothers were observed to display less sensitivity toward their 4 to 8-month-old infants than controls. The parenting of 14-month-old infants by 27 mothers with PD and 18 controls was assessed through parental report, showing that PD mothers described more displays of anger toward their children than controls [30] .
Four studies investigated AD parents of children in middle childhood [26, 27, 29, 31] . One of these studies also included mothers of preschoolers [26] and two also included parents of children in adolescence [27, 31] . In the first study, the rearing behaviour of 34 AD mothers and 36 mothers without AD (but in some cases with other psychiatric disorders) of 4 to 12-year-old children was assessed by observing the expressed emotion toward their offspring. Results showed that AD mothers directed more criticism toward their children than mothers with no history of AD [26] . In the second study, involving parents of 7 to 12-year-old children, parenting behaviours of 43 AD parents (37 mothers) and 38 normal control parents (35 mothers) were assessed through a self-report questionnaire (Family Environment Scale; FES) [32] , an interview measure (Parent Behaviour Interview; PBI) [33] and through a behavioural observation strategy, while the child was engaged in what might be considered 'risky' play. Anxious parents did not show more restrictive, cautious or critical behaviour toward their children. However, they reported higher levels of distress when their children engaged in 'risky' play. Furthermore, AD parents were less likely to express their feelings openly. The study suggested that parental affect, rather than parental behaviours, inhibits the child's activities [29] . The third study involved the taping and coding of three task situations in which 18 mothers (mostly panicdisordered) and 18 normal control mothers interacted with their children. The results showed that the parent-child interactions of AD mothers were characterized as less warm and positive, as less granting autonomy and as more critical and catastrophizing in comparison to the interactions of normal controls. In order to evaluate the contribution of maternal behaviours to the transmission of anxiety in families as well as the role of the child's anxiety in eliciting maternal behaviours, comparisons were made between anxious mothers with either anxious (N ¼ 10) or non-anxious children (N ¼ 8), and control mothers with non-anxious children (N ¼ 16; since only two non-anxious mothers had an anxious child, these two were excluded). Results suggested that maternal anxiety was the main contributor to (lower) maternal warmth. Maternal granting of autonomy was mainly predicted by child anxiety. Furthermore, it was found that maternal behaviours were more predictive of child anxiety than maternal psychopathology [27] . The same research group attempted to replicate these findings in a sample of 68 mother-child dyads (including 29 dyads in which both mother and child were anxiety-disordered, 15 dyads with AD mothers only, 8 dyads with AD children only, and 16 non-disordered dyads) [31] . The group's previous findings could be partially replicated, but in this study mothers of anxious children were found to be less warm regardless of their own anxiety level.
Despite differences in measures and methodology, most studies of the parenting style of AD parents show results similar to those found in the studies of parents of AD children mentioned earlier. When associations were found, they were found for both the 'warmth' dimension-with AD parents showing less warmth [27] , more anger [30] , and more criticism [26, 29] -and the 'control' dimension of parenting, with AD parents granting less autonomy [27] . Note, however, that all studies discussed until now have in common that they were completely [26, 27, 30, 31] or almost completely [29] restricted to mothers. This is remarkable, given the finding in studies of offspring of AD adults that the high risk of anxiety disorders in offspring is irrespective of the sex of the affected parent [34] . If parenting style is one of the mechanisms of transmission, it is important to investigate this in AD fathers as well. Furthermore these studies have in common that parenting style was either observed by outsiders or reported by the mother. Parenting style as perceived by the child was not studied, although it may be precisely the perceived rearing that contributes to the development of an anxiety disorder.
To our knowledge there is only one study that does not show these limitations [28] . This study examined the parents of a subsample of 816 fifteen-year-old children drawn from a longitudinal cohort of 7,775 children. This subsample was selected on the basis of previous self-reports of maternal depression. In this study these mothers were also screened for lifetime histories of diagnosable anxiety disorders (found in 148 cases), and current anxiety disorders (present in 57 cases). The fathers of the children in this subsample met criteria for a lifetime history of an anxiety disorder in 41 cases, whereas 24 had current anxiety disorders. Childrearing was assessed only through child report (Children's Report of Parental Behaviour Inventory; CRPBI) [35] . It was found that perceived maternal control predicted anxiety disorder in the child. However, maternal anxiety disorder (lifetime or current) failed to predict perceived parenting, and consequently a mediating role of parenting style in the transmission of anxiety disorders could not be established.
The present study further pursues questions raised in previous studies by investigating childrearing style in a population of clinically referred AD mothers and fathers (from separate families), using different perspectives: that of parent (self-) report and of child report. This allows us to address the following question: Do AD parents differ in their childrearing style (as reported by parent and child respectively) from non-disordered parents? If differences are found, we will explore whether these differences in childrearing (as reported by parent and child respectively) are found for both mothers and fathers with an anxiety disorder.
Method

Participants
Subjects were AD outpatients of a psychiatric outpatient clinic who were parents of schoolage children. Only AD patients with a comorbid psychotic disorder or comorbid substance abuse were excluded. Of the 60 patients who met the inclusion criteria, 39 AD outpatients were willing to participate, a 65% response rate. There were no differences in symptom severity between participants and non-participants. Of the 39 patients, three were excluded because of a total remission of their anxiety disorder. The definite sample consisted of 36 patients, 10 male with a mean age of 45 years (age range: 33-58), and 26 female with a mean age of 39 years (age range: 33-47); 31 AD parents were from two-parent families, 5 AD parents from single-parent families. 12 AD parents reported about one child, and 24 AD parents about two children, a total of 60 children (35 girls and 25 boys), aged 6-18 years (M ¼ 12.0, SD ¼ 3.3). Offspring from age 11 years and up filled out a parental rearing style questionnaire (EMBU-A) [36] . As a consequence, EMBU-A data were gathered in a subsample of the 36 families, i.e. 22 families.
The AD patients (as assessed by a structured clinical interview) had the diagnoses panic disorder with (N ¼ 19) or without agoraphobia (N ¼ 4), agoraphobia without panic dis-
, posttraumatic stress disorder (N ¼ 4) and simple phobia (N ¼ 5). There was comorbidity among the anxiety disorders and with dysthymia (N ¼ 11), and major depression (N ¼ 3).
Fifty-nine control parents were recruited by means of a brochure distributed at schools situated in the catchment areas of the participating outpatient clinics. Presence of psychopathology (as assessed by a structured clinical interview), or a history of psychological or psychiatric help during parenthood was an exclusion criterion for participation in the control group; 22 parents were consequently excluded from the study. The final control group consisted of 36 parents (from separate families), i.e. 23 mothers and 13 fathers (32 were members of two-parent families; 4 were single parents). The ratio of mothers to fathers was similar to that in the clinical group. Fathers had a mean age of 45 years (age range: 41-50) and mothers a mean age of 43 years (age range: 36-51). Five parents filled out self-reports on childrearing for only one child. Childrearing self-reports of the other 31 parents were completed for two children. The children (31 girls and 36 boys) were 6-17 years of age (M ¼ 11.8, SD ¼ 2.9). As in the clinical sample, only offspring older than 10 years of age were asked to fill out a parental rearing style questionnaire (EMBU-A) [36] . As a consequence, EMBU-A data were gathered in a subsample of 24 families.
Sociodemographic Variables
All parents had Dutch nationality. All AD patients and 92% (N ¼ 33) of the non-clinical control parents were Caucasian. Family income represented a broad range with 18.3% falling in the lowest 20% of the Dutch population, 19.7% in the next 20%, 25.4% in the middle 20%, and 18.3% in both the next and upper 20% of the Dutch population, according to Dutch Bureau of Census Norms.
Measures
Psychiatric Assessment
All participating parents were assessed by means of the Dutch version [37] of the Anxiety Disorders Interview Schedule-Revised (ADIS-R) [38] . The ADIS-R is a semi-structured diagnostic interview that was developed to facilitate reliable diagnosis of DSM-III-R anxiety disorders [39] . The interview also assesses mood disorders, and screens for Axis I bipolar and psychotic disorders. Research with the ADIS-R has yielded promising results for the reliability and validity of the interview [40] .
The ADIS-R was scored by two independent raters. In cases of disagreement a senior clinical psychologist made the final decision. The raters were blind to the status of the respondent (clinical versus control). The interrater reliability was adequate, with Cohen's kappa of 0.94 for anxiety disorders and 0.87 for mood disorders.
Childrearing Style-Parental Self-Report Parenting attitudes were assessed by means of the Child Rearing Practices Report (CRPR) [41, 42] . The CRPR assesses childrearing at the attitude level (rather than the actual behaviour level), which allows this instrument to be used for children ranging in age from pre-school (e.g., Hastings and Rubin) [43] to late adolescence (e.g., Gerhardt et al. [44] ) In its original form the CRPR consists of 91 socialization statements in a Q-sort format. Factor analysis applied to the 91 items had found between 28 and 33 factors originally (hereafter called CRPR subscales) with good test-retest reliability [42] and construct validity [45, 46] . In order to create more general and robust measures, this large number of factors has been factor-analytically reduced to two main scales: Nurturance and Restrictiveness [47] .
Deković and colleagues [46] developed a questionnaire format of the CRPR, which was used in the present study. By means of a Dutch sample they have demonstrated that this questionnaire shows good reliability and construct validity of the factor-analytically derived childrearing scales Nurturance and Restrictiveness [46] . Nurturance expresses willingness of parents to share feelings and experiences with their children and to show affection, acceptance and responsiveness to the child's needs. Restrictiveness is characterized by a high degree of control, imposing narrow limits on the child's behaviour, and the endorsement of strict rules, requirements, and restrictions.
Some of the original CRPR subscales [42] are conceptually important in the investigation of parental control in particular, but are not included in the main scales. For exploratory reasons we therefore included the following original CRPR subscales alongside the main factors Nurturance and Restriction: Negative Affect Toward Child (Cronbach's alpha ¼ 0.61), Worry About the Child (Cronbach's alpha ¼ 0.55), and Encouraging Independence (Cronbach's alpha ¼ 0.62). The CRPR questionnaire used in this study consists of 52 items, with a 6-point Likert-type scale. In this study parents filled out a separate CRPR questionnaire for each child.
Childrearing Style-Child Report
The EMBU [48] is a self-report questionnaire, originally developed in Sweden and translated into Dutch, to assess adults' memories of their childrearing, with regard to mothers and fathers separately [49] . It has been widely used in samples of various origins and across various cultures [13, 50] . Gerlsma developed an adolescent version of the EMBU (i.e., EMBU-A) to assess current childrearing style as experienced by children aged 11 years and up, which has proven to be reliable and construct valid [36] . The factor structure found in adults could be confirmed in adolescents, i.e. the factors Rejection, Emotional Warmth, Overprotection and Favouring Subject [36] . The 81-item questionnaire has a four-point forced-choice scale. In the present study, children from 11 years of age and older filled out the EMBU-A with regard to the participating parent.
Procedure
The study was approved by the institutional review board of the Leiden University Medical Centre and the Valeriuskliniek. From April 1996 to October 1997, AD patients with children aged 6-18 were approached through the four participating outpatient anxiety clinics, which they (the parents) had turned to for help.
After permission had been obtained, the parental questionnaires were mailed prior to the appointment with the parents of both samples, together with the informed consent form. For the non-disordered control group the ADIS-R was administered during the visit with the parent (patients had been interviewed with the ADIS-R during the assessment at the clinic). All children aged 11 years and up were visited at home by one of the interviewers for the purpose of administering the EMBU-A. During the interview the parents were not present and it was emphasized that the child's answers would be treated confidentially.
Statistical Analysis
One patient in the AD group was considered an outlier, since the answers given, although in the expected direction, were more extreme (Z-scores for several variables, Z > 3). Although the severity of the psychopathology was in the same range as that of the other patients in the AD sample, language problems due to an Eastern European background may have been responsible for the tendency to give extreme answers. To preclude a possible artificially reinforcing effect on the results, this case was excluded from the clinical sample. The definite clinical group therefore consisted of 35 parents.
In line with research on multiple-informants and childrearing [51, 52] , we aggregated ratings in an attempt to assess the childrearing style of each parent with greater validity. When reports on parenting were available for two children in the same family, the mean of the scores was used in the data analysis. Since our study focused on determining differences in childrearing between parents with and without an anxiety-disorder, within-family differences were not taken into consideration.
Differences between AD and control parents in self-reported childrearing (CRPR) and child reported childrearing (EMBU-A) were examined using a 2 · 2 factorial analysis of variance, with group (AD versus control) and gender of the parent as factors. Differences in parent reported childrearing style were investigated for the two main scales of the CRPR. In addition, differences in parent reported childrearing style were examined at a more detailed level, using three of the original subscales of the CRPR. Differences in child reported childrearing style were examined for the four scales of the EMBU-A. The Holm modified Bonferroni correction [53] was applied to evaluate the significance of the data. Holm has suggested a modified Bonferroni method that adequately maintains experimentwise error rates at the desired alpha level but that is more powerful than the traditional Bonferroni-based approach [53] .
Results
To ensure that our results on childrearing were not confounded with other variables, we compared the sample of AD parents and the non-disordered control sample on the following variables: child age and gender; number of children in the family; one-or twoparent family; family income. The two groups did not differ on these variables. In addition, we evaluated the relationship between these variables and the dependent variables. If significant correlations were found (age children-Encouraging Independence, r ¼ 0.42, p < 0.001; number of children-Worry about the Child, r ¼ )0.35, p < 0.01; family income-Negative Affect Towards Child, r ¼ )0.35, p < 0.01), these variables were covaried in the analysis of the corresponding dependent variable to control for any confounds. However, the inclusion of these variables as covariates did not have a significant impact on any of the results, indicating that differences between AD and control parents were not explainable by differences in these variables.
Parent Reported Childrearing Style
AD and control parents differed significantly in self-reported rearing behaviour on the two main CRPR factors Nurturance and Restrictiveness (see Table 1 ). AD parents reported a less nurturing and more restrictive rearing style than control parents.
When rearing style was investigated at the CRPR subscale level, the following results were found: AD parents reported more negative affect towards their children, less granting of independence, and more worry about their children.
For Nurturance and, on a subscale level, Worry About the Child a significant gender effect was found, F(67,1) = 6.27, p < 0.02 and F(67,1) = 4.89, p < 0.03 respectively. Mothers reported that they reared their children in a more nurturing way (M ¼ 96.1) and that they worried more about their children (M = 6.7) than fathers reported (M ¼ 92.4 and M = 5.4 respectively).
With regard to the two main CRPR scales and the additional CRPR subscales, no interaction effects between group and gender of the parent were found. This indicates that the differences between fathers and mothers are comparable (i.e., not significantly different) for both AD parents and control parents. In other words, the differences found between families with an AD parent and control families are relevant for both AD mothers and AD fathers.
Child Reported Childrearing Style
In contrast to their AD parents, the children did not report more Rejection or less Emotional Warmth through the EMBU-A than children of control parents (see Table 2 ). However, children of AD parents did report significantly more overprotection than children of control parents.
Children of AD parents did not perceive more parental favouring than children of controls. No interaction effects were found between group and gender, indicating that differences in overprotection between families with an AD parent and control families are relevant for both AD mothers and AD fathers.
To explore associations between parent and child measures of childrearing, Pearson product-moment correlations between CRPR scales and EMBU-A scales were computed across groups (using one-tailed tests as the expected direction was known). Parental report of Negative Affect Towards Child was related to child's perception of Rejection (0.29, p < 0.05) and parental perception of Worry About the Child to child report of Overprotection (0.58, p < 0.001). A trend was found for the correlation between parent reported Nurturance and child report of Emotional Warmth (0.24, p < 0.06). All three correlations were in the expected direction. 
Discussion
The rearing style of AD parents differed from that of non-disordered controls. AD parents judged their childrearing style as less warm (nurturant) and more controlling (restrictive). Interestingly, this pattern corresponds with that reported retrospectively by AD patients about their parents, and with findings on current parenting as reported by anxious children in non-clinical samples. The convergence of these findings is suggestive for the role childrearing plays in the transgenerational transmission of anxiety disorders. With respect to the first main finding, i.e. AD parents describing a less warm childrearing style (i.e., Nurturance) compared to non-disordered control parents, AD parents also reported at CRPR subscale level higher Negative Affect Towards Child when compared to controls. This is akin to the finding of both Hirshfeld and colleagues [26] and Whaley and colleagues [27] of a higher level of criticism in AD mothers toward their children.
The children of AD parents did not differ from controls in perceived Rejection and perceived Emotional Warmth. In studies of parenting, findings based on parent report and those based on child report often diverge [51, 54, 55] . This discrepancy may reflect differences in perspective and cognitive abilities. A difference in perspective also appears from the moderate correspondence between parental perception of Nurturance and Negative Affect Towards Child and the child's perception of Emotional Warmth and Rejection. However, the small sample size of children reporting on childrearing style might also account for the differences in findings on parent report and child report.
The cross-sectional nature of the study precludes judgement about the causal direction of the findings on nurturance and on negative affect of the parent towards the children. It is conceivable that those AD parents who are inclined to a rearing pattern of relatively lower nurturance and/or relatively higher negative affect facilitate the development of an anxiety disorder in their child. When parents are low on acceptance, warmth and responsiveness, the child is more liable to develop an insecure attachment relationship-a risk factor for the development of psychopathology in general, including anxiety disorders [56] . However, because children of AD parents are more often genetically predetermined to higher anxiety and behavioural inhibition [57] , we cannot rule out the possibility that the child's temperament or anxiety disorder evokes negative affect in the AD mother (a geneenvironment interaction) [58] .
The second main finding is a more controlling (restrictive) style of rearing by AD parents, according to parental self-report. The subscales of the CRPR allow us a closer look at some components that constitute overprotective behaviour, showing AD parents reporting to encourage independence significantly less and to worry about their children significantly more than control parents. With regard to this aspect we find convergence between parents and children, as the children of AD parents reported significantly more overprotection. The correlation between parent reported Worry About the Child and the child's perception of Overprotection, underlines this convergence. We should point out here that the EMBU-A Overprotection scale encompasses a wide range of aspects (e.g., fear and anxiety for the child's safety, guilt engendering, intrusiveness, overinvolvement) [36, 59] .
Parental control reduces opportunities for the child to develop new skills and to explore and manipulate the environment. This parenting style diminishes a sense of control in the child, and thereby fosters anxiety [16, 58] . But again we should also consider the possibility of a gene-environment interaction. Recent findings support the hypothesis that child characteristics elicit this type of rearing behaviour [27, 31] . A child with an anxious, behaviourally inhibited temperament may easily impress the parent as more vulnerable, and thereby evoke firmer parental control. In a model of the development of (generalized) anxiety disorder, Rapee [58] suggested that rather than a characteristic of the parent, overprotective parenting is a characteristic of the parent-child interaction: parents respond to their child's vulnerability with excessive control and protection, and in turn augment this vulnerability.
Having discussed the role of childrearing style in the transmission of anxiety across generations it is good to keep in mind that there are other ways in which anxious parents may contribute to the development of fear in children as well, notably by the modelling of anxious behaviours [60] , and by providing negative information about certain stimuli and situations, instilling in the child expectancies which more likely will produce a fear reaction [61, 62] .
The differences in rearing style between AD parents and control parents applied to both AD mothers and AD fathers, whether assessed through parent self-report or child report. Obviously, this finding needs to be replicated in larger samples, but it is important to keep in mind that the earlier discussion of the role of parental warmth and parental control in the development of AD pertains to fathers as much as to mothers.
That no gender effect was found in the way AD parents differ from controls, does not mean that mothers and fathers in general show a similar rearing style. Based on selfreports, our study showed mothers to be more nurturing than fathers, in the group of AD parents as well as in the group of control parents. This finding is in accordance with many other studies on gender differences in childrearing style (for a review see Gerlsma et al. [63] ).
Some limitations of our study which we readily acknowledge include the relatively small sample size, and the fairly wide age range of children (6-18 years). Although in our analyses we controlled for effects of child's age and gender, the sample size did not allow us to look for differential effects of these factors. Child's age seems to have played a minor role in the present findings, as it was not significantly correlated with aspects of childrearing style, with the exception of parent reported Encouraging Independence. Gender of the child did not correlate significantly with rearing variables. Obviously studies with larger samples are needed to test the generalizability of these findings. Furthermore, the high level of comorbidity among the anxiety disorders and with affective disorders in our sample precluded the analysis of specific associations between type of anxiety disorder (with or without comorbid depression) and childrearing style. It may well be that suffering from one anxiety disorder (e.g. social phobia) has a different impact on parenting behaviour than being affected with another (e.g. panic disorder). Until now this is an unexplored area in the research of childrearing style of AD parents, which requires studies with larger samples.
Another point worth mentioning is the role of treatment. At the start of the present study almost all patients were already in treatment. Although parenting practices were not formally addressed, it is possible that some patients applied insights from their personal therapy (e.g. the importance of active coping, rather than avoiding) to their parental behaviour. If this did occur, it may have weakened our results, where differences between AD parents and normal controls would have been more pronounced before treatment.
Three more suggestions can be made for future research. The sample consisted of AD parents only and it remains to be seen whether the differences found are specific for AD parents, or are rather a characteristic of parents with psychopathology in general. Secondly, incorporating data on anxiety disorders in the offspring would enable further investigation of the mediating role of childrearing style in the association between parental AD and child AD. Thirdly, as in other studies of parental rearing in high-risk samples, childrearing is approached in this study as the rearing style of an individual parent. Although this is the usual way to approach the data collected in studies of highrisk samples, we believe this is also an important limitation. In the majority of families a parent brings up a child together with a co-parent.
The present study adds to previous research on the role of parenting in anxiety disorders, since we have investigated current parenting rather than retrospective recall, in a population of AD parents, and have done so from two perspectives: the parent's and the child's. We were able to demonstrate that AD parents differ from non-disordered parents in their perceived childrearing style. By including both male and female AD patients, we were also able to show that gender does not play an important role in the differences found in childrearing.
Through an exploratory analysis (by including subscales) we were able to shed new light on different aspects of control that are typical of AD parents. Further research along this line will enable us to trade the rather imprecise label 'overprotective' for more precise descriptions of control provided by anxious parents.
Our findings point to a possible mechanism in the transmission of anxiety disorders within families, although obviously research in longitudinal samples will be necessary to show whether the childrearing style typical of AD parents contributes to the emergence of an anxiety disorder in their child. Knowledge about the childrearing style typical of AD parents will be of clinical importance in adult psychiatric care as well as in child and adolescent psychiatry. It may clarify the potential role of parenting in the transmission of anxiety disorders and may offer concrete possibilities for intervention.
Summary
Anxiety disorders run in families. Heredity provides only a partial explanation for this aggregation. It has been suggested that childrearing style contributes as well. Retrospective studies have shown that a less warm and more controlling rearing style is reported by AD patients. If this childrearing style serves as a mechanism for the transmission of anxiety disorders, we would expect it to be more prevalent in AD parents.
The present study investigated childrearing style in a population of AD parents from two perspectives, parent (self-) report and child (self-) report, and included both AD mothers and AD fathers. Results demonstrated that AD parents reported a more controlling and less warm rearing style in comparison to non-disordered control parents. Children of AD parents reported being overprotected more than children of non-disordered parents; they did not report differences in perceived parental warmth. Differences found applied to both AD mothers and AD fathers. The results may explain the non-genetic transmission of anxiety disorders from one generation to the next. However, gene-environment interactions, i.e. parental reactions to characteristics of the child, need to be considered as well.
